This study aimed to compare family functioning and perceptions of support from nurses among Danish and Australian adult oncology patients and family members.
| INTRODUCTION
Cancer, like other chronic illnesses, is a family affair. When a family member becomes sick, the patient and their family are affected (Benzein, Hagberg, & Saveman, 2008; Wright & Leahey, 2013) . Family members are often the primary caregivers for cancer patients and the most important resource to help patients cope with disease and illness. High-level evidence from systematic reviews and meta-analyses confirms the stressful nature of a cancer diagnosis for patients and families (Northouse, Williams, Given, & McCorkle, 2012) . Stress was related to the need for family to adjust and adapt to changes associated with the patient's disease process and treatment, as well as to their role as carers and support persons. However, family members may not always openly express their needs during this time (Northouse et al., 2012) . Our study therefore explores perceptions of patients and family members in regard to family functioning and support from nurses during oncology treatment.
| BACKGROUND
Families supporting a member with cancer often have complex needs which may go unnoticed by health professionals (Kim, Kashy, Spillers, & Evans, 2010; Northouse et al., 2012) . Nurses may fail to understand the complex needs of family members, as nursing care predominantly focuses on the patient (Coyne, Grafton, Reid, & Marshall, 2016) . In a Danish cross-sectional study with palliative cancer patients (n = 1490), 35% reported that healthcare staff showed insufficient interest in the well-being of their relatives (Ross et al., 2012) . In Denmark and Australia, adult nursing is dedicated to a patient centred approach, which may have an unintended consequence of positioning the family as an "outsider" (Coyne, 2013) or "on the sideline" (Dieperink, Wagner, Hansen, & Hansen, 2013) .
Research in this field is just beginning to better understand the needs of family and to consider the family as a unit that includes both the patient and family members. In Denmark, there has been limited research on family nursing and the effects of specific interventions that aim to support families during the illness of a family member (Dieperink, Mark, & Mikkelsen, 2016; Ostergaard & Wagner, 2014) . Similarly, Australian researchers have just begun to build an understanding about the importance of "family inclusive care" but evidence is emerging in areas such as paediatrics (Bloomer, O'Connor, Copnell, & Endacott, 2015; Munns & Shields, 2013) , critical care (Bloomer, Morphet, O'Connor, Lee, & Griffiths, 2013; Kean & Mitchell, 2014; Wong, Liamputtong, Koch, & Rawson, 2015) , aged care (Bauer, Fetherstonhaugh, & Lewis, 2014) , disability care (Rillotta, Kirby, Shearer, & Nettelbeck, 2012) and oncology (Coyne, 2013) .
However, much of this research reports on the lack of consistency in engaging and supporting families by health professionals.
A diagnosis of cancer presents not only personal challenges but also in the ways the family work together. Family functioning has been defined as the interactions between family members in regard to their communication, traditions, roles and boundaries, and sense of resilience (Coyne, Wollin, & Creedy, 2012; Winek, 2010) . Most research regarding family functioning has been conducted by psychologists, most often in the paediatric cancer area, and with tools measuring dyadic coping or relationship functioning (Pritchett et al., 2011) . There has been limited research on family functioning and perceptions of support from nurses in adult cancer research. There is also a lack of tools developed for use with different family members such as partners or older parents.
Although the family is often the main source of support when an adult is diagnosed with cancer, we know relatively little about the perspectives of adult patients and their family members as a family unit when receiving cancer treatment in hospital. Perceptions of supportive care needs may differ between patients and family members and also between cultural settings. Although Denmark and Australia may have comparable lifestyle and healthcare systems, there are differences in regard to generous family leave provisions in Denmark, a diverse multicultural and geographically distant population distribution in Australia, and possible differences in family nursing approaches between countries which could influence families' perceptions of functioning and supportive care needs. Understanding family functioning in different countries and settings will provide important knowledge to inform family nursing interventions in the future. Furthermore, to inform the development of international care guidelines, we need to know whether supportive care needs are comparable across countries.
| Aims
This study aimed to compare self-reported family functioning and perceptions of support from nurses among Danish and Australian oncology patients and their family members.
| Conceptual framework
The underlying conceptual framework of this study was drawn from Family Systems Nursing (Bell, 2009; Wright & Leahey, 1990) . "The What does this paper contribute to the wider global clinical community?
• Family members supporting a patient undergoing cancer treatment report diminished family functioning, emotional well-being and communication.
• Family members perceive their emotional support needs are neglected by nurses.
• Similarities in patient and family experiences across countries support the feasibility of developing shared international guidelines to inform family nursing in the oncology context.
family" is considered the unit of assessment and investigation, who interact and influence each other, particularly in response to a health adversity (Harris et al., 2010; Walsh, 2006) . This perspective enables nurse researchers to explore the patient and their family members as a group rather than focusing on the patient alone. Family Systems Nursing also considers key processes including family functioning, communication, connectedness and adaptation (Friedman, Bowden, & Jones, 2003; Walsh, 2006) . Family Systems Nursing informs an approach to clinical practice known as the Calgary Family Assessment and Intervention Models (Wright & Leahey, 2013) . According to the Calgary Family Assessment and Intervention Models, the family is conceived as a group of individuals who are bound by strong emotional ties, a sense of belonging, a commitment to being involved in one another's lives, and who call themselves "family".
From this perspective, a family member does not need to be related to the patient, but is accepted as such if the patient considers a person to be family. We adopted this approach as one of the inclusion criteria in our study. The use of these two models guided our exploration of key concepts and processes within the family such as communication, collaboration, family structure and family relationships from the perspectives of patients and family.
3 | ME TH ODS
| Design
This international study was conducted in Denmark and Australia using an exploratory descriptive cross-sectional comparative design.
| Participants
Adult patients receiving cancer treatment and their family members were recruited from an oncology unit at hospitals in Denmark and Australia. Inclusion criteria were patients involved in active cancer treatment as an admitted patient or an outpatient basis and their nominated family members. Exclusion criteria were patients and family members who could not understand sufficient Danish or English to complete the questionnaires.
| Measurements
Demographic data were collected on all participants and included age, gender, family status, educational level, occupation, postcode and ethnic origin. Participating patients were also asked for clinical data such as cancer type, treatment approaches and treatment location.
| Iceland-expressive family functioning and perceived support questionnaires
The survey also included the Iceland-Expressive Family Functioning Questionnaire (ICE-EFFQ) (Sveinbjarnardottir, Svavarsdottir, & Hrafnkelsson, 2012a) , and the Iceland Family Perceived Support Questionnaire (ICE-FPSQ) (Sveinbjarnardottir, Svavarsdottir, & Hrafnkelsson, 2012b) . These questionnaires both reflect concepts inherent in the Calgary Family Assessment and Intervention Models (Wright & Leahey, 2013) . Furthermore, the ICE-EFFQ and ICE-FPSQ were developed and psychometrically tested in three different studies of families and patient members experiencing mental health difficulties (Sveinbjarnardottir, Svavarsdottir, & Wright, 2013) , chronic disease (Halld orsd ottir & Svavarsd ottir, 2012) and general acute hospital admission (Kamban & Svavarsdottir, 2013; Sveinbjarnardottir et al., 2012a,b) . The instruments must be considered as valid instruments to measure both patients and family member's perspectives of family functioning and perceived support from nurses.
ICE-EFFQ has 17 items that measure family functioning where one member has a chronic or acute illness (Sveinbjarnardottir et al., 2012a) . It consists of four multidimensional subscales: expressive emotions (four items), collaboration and problem-solving (five items),
communication (four items) and behaviour (four items). A five-point
Likert-type response scale ranging from 1 (almost never) to 5 (all of the time) was used. Scores can range from 17 to a maximum of 85.
Higher scores reflect better family functioning, but there is no exact cut-off score to distinguish between optimal and less than optimal family functioning. ICE-EFFQ shows good internal consistency with a Cronbach's alpha coefficient of 0.91 (Sveinbjarnardottir et al., 2012a ).
ICE-FPSQ has 14 items that measure perceived cognitive support (five items) and emotional support from nurses (nine items) (Sveinbjarnardottir et al., 2012b) . The instrument uses a Likert scale with a scoring range between 1 (almost never) and 5 (all of the time) and has good internal consistency with a Cronbach 0 s alpha coefficient of 0.96 (Sveinbjarnardottir et al., 2012b) . Scores range from 14-70 with higher scores reflecting perceptions of better support. However, there is no exact cut-off score to distinguish between sufficient or insufficient support from nurses. The questionnaire has been used in studies with adult psychiatric patients (Sveinbjarnardottir et al., 2013) and families of children with acute illness (Kamban & Svavarsdottir, 2013 
| Data collection
Data were collected from July-September 2014 in Australia and
Denmark. Each patient and their respective family member were approached by the researchers (KD or EC), given information about the study and opportunities to ask questions. If a person met the inclusion criteria and wished to participate, they were asked to complete the questionnaires individually. In Denmark, participants primarily preferred to complete the survey at the time in the e156 | outpatient clinic, whereas in Australia, most participants preferred to complete the forms at home and return the questionnaire in a prepaid envelope.
| Statistical analysis
Data were checked for accuracy of entry across the two countries.
To minimise data entry errors, the database followed a prescribed codebook (Schneider & Deenan, 2004) . Quality control procedures were followed (King & Lashley, 2000) . Questionnaires with missing data in a scale were excluded (two for ICE-EFFQ; nine for ICE-FPSQ).
Data were summarised using descriptive analysis, including means, standard deviations (SD) and frequency distributions. Demographic details were checked to ensure family group data were consistent.
The analysis of the data was conducted with constant comparison of patient and family to identify differences and similarities.
Scale and subscale scores were compared using independent t tests. 
| Ethics
The investigation conforms to the principles outlined in the Declara- 
| RESULTS
In total, 232 participants were recruited during the period, with 110 from Denmark and 122 from Australia. The Danish cohort consisted of 56 patients and 54 family members. The Australian cohort consisted of 83 patients and 39 family members. The majority of family members were spouses and others were children, sisters or brothers.
Only a few individuals refused to participate when invited but details of refusers were not collected. In both countries, refusal to participate related to fatigue or survey questions being too sensitive.
The Danish cohort had more completed family questionnaires due to a higher return response rate of 91%, whereas the response rate for Australian family participants was 46%. This difference in response rate was due in large part to Australian participants preferring to complete the questionnaire at home but then failing to return the questionnaire package via free mail. The anonymous nature of the survey made it impossible to follow-up these participants with any reminders and so they were lost to the study.
Age range spanned 14-95 years, with a mean of 59 years (SD 12.8). The gender of participants was 53% (n = 124) female and 47% (n = 108) male. There were no significant differences for age or gender between the two countries. Detailed information about patients and family members is outlined in Table 1 . Cancer diagnosis was similar across Denmark and Australia, but there were no Danish haematological patients. Most patients (59%) had a combined treatment regime involving surgery, chemotherapy and radiotherapy.
More Australian participants were being treated as inpatient than an oncology day patient compared with Danish participants (p < .001).
All Danish participants were Caucasian, as were the majority of Australian participants, but 4% were Indigenous Australian, 1.6%
were Asian, and 2.4% were from other ethnic origins. Around half the sample (56%) were married and had children older than 10 years.
Fewer participants were married and had children younger than 10 years (6%); married with no children (15%); single (12%); or reported other family arrangements (11%).
Differences in educational background were noted between the two countries. In Australia, a higher number of participants had diploma level education, whereas more Danish participants had a university degree. In regard to occupation, a higher percentage of Australians worked in trade positions or at home and were selfemployed or unemployed. In Denmark, half the participants were in professional occupations.
No significant differences were seen in family functioning scores (as measured by ICE-EFFQ) and perceptions of nursing support scores (as measured by ICE-FPSQ) between Danish and Australian participants (Table 2 ). Significant differences were identified between patients and family members from both countries, with family members scoring lower on overall family functioning, expressive emotions and communication subscales, and in regard to emotional support from nurses (Table 3 ).
The multiple linear regression showed no significant differences according to country, age or gender. Compared to patients, family members reported lower family functioning (À2.5 point p = .045, 95% CI = À5.0; À0.1); and lower perceptions of support from nurses (À4.4 point p = .036, 95% CI = À8.5; À0.3). Family members who were married and had children over 10 years of age reported significantly better family functioning compared to married participants without children (4.4-point difference p = .011, 95% CI = 1.0;7.7).
| DISCUSSION
This cross-sectional study compared family functioning and perceptions of supportive care from nurses by patients and families from DIEPERINK ET AL.
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Australia and Denmark. We identified no significant differences between the two country cohorts, but significant differences in the subgroup analyses between patients and family members were observed. Family members scored lower than patients on both family functioning and perceived support scales. The approximate five-point difference in perceived nursing support by patients and family members, as measured by the total ICE-FPSQ score, indicated a clinically important difference (Osoba, Rodrigues, Myles, Zee, & Pater, 1998 ).
The main difference was in regard to families perceiving less emotional support. This difference could reflect the current orientation of nursing care in both countries around the patient. Our findings indicate that family members supporting the patient have unmet emotional needs that may adversely affect their coping.
T A B L E 1 Demographic and clinical characteristics of participants from Australia and Denmark (n = 232)
Patients, n 83 56
Male, n (%) 44 (53) 24 (43) Female, n (%) 39 (47) 32 (57) Age, year, mean (SD) 63 (12) 59 (11) Family members, n 39 54
Male, n (%) 11 (28) 29 (54) Female, n (%) 28 (72) 25 (46) Age, mean (SD) 56 (15) 56 (14) Educational level, n (%) e158 | Mean scores for family functioning obtained in our study were comparable with those of Icelandic families who completed the same questionnaires (Sveinbjarnardottir et al., 2012a) . However, items relating to cognitive and emotional support from nurses scored higher in our study compared to those of Svavarsdottir and colleagues (2012a), which may be due to the different populations.
Family status was found to be a significant explanatory factor in our study. Married participants with children over 10 years of age scored higher on the family functioning scale. This finding is similar to those from another cross-sectional Danish study (n = 1490), which found divorced people and people without children may be a more vulnerable group for impaired family functioning (Ross et al., 2012) . However, Ross and colleagues also argued that much older people had higher levels of vulnerability. In our study, 23% of participants were 70 years or older, although we did not find age to be a significant explanatory factor for lower total family functioning scores compared to younger participants. According to key elements in Family Systems Nursing, our findings confirm that family structure and relationships can have a positive impact on patient and family well-being during periods of adversity, but levels of coping may vary across different time spans for the family.
The similarities in overall family functioning between the two countries could be related to several factors. The healthcare systems in Denmark and Australia are comparable in many ways, with both using a tax paid system to ensure equal and universal access to health care for patients. However, cancer treatment may place an additional economic burden on families for costs not covered by the health or social welfare system, such as transport and parking at the hospital, cost of medication after discharge and cost of any complementary therapies. Those with private health insurance have a growing gap to pay between medical charges and rebates offered by insurers. Living conditions in Australia are more culturally diverse than in Denmark.
Furthermore, the families' supportive role may differ across countries according to gender roles, education level and working hours (Craig & Mullan, 2010; Rademakers, Delnoij, Nijman, & de Boer, 2012) . On average, Australians work more hours and mothers are more likely to perform more child care responsibilities than women in Denmark (Craig & Mullan, 2010) . In Denmark, distances are less and extended family is closer, hence providing different forms of family support.
Nonetheless, this current study showed surprising similarities between the two countries in reported family functioning with a member receiving oncology care. This new knowledge leads to important possibilities of sharing nursing interventions and guidelines regarding nursing approaches for families during the cancer trajectory.
The findings of our study are in line with our conceptual model and other cancer research in highlighting that family members are in need of more systematic interventions that enable them to: 1) to carry out their caregiving role and 2) engage in self-care at the same time (Northouse, Katapodi, Song, Zhang, & Mood, 2010) . The systematic review by Northouse et al. (2010) concluded that interventions targeting family members not only reduced caregiver burden, but also decreased adverse symptoms of stress in cancer patients.
However, family-oriented interventions such as caregiver assessment and education about the disease are seldom implemented in practice (Northouse et al., 2012) . The poor use of family interventions could be related to nursing care being predominantly focused on the patient, even though the importance of family nursing has been promoted for many years (Northouse et al., 2012; Yates, 1999) . Previous research has identified that nurses struggle to assess family needs and support families during oncology care (Coyne et al., 2016; Turner et al., 2007) . Improving the quality of family assessment during oncology care may require continuing professional development for nurses and other health professionals, opportunities for skill development and changes to workplace practices to afford nurses time to spend with family members.
Changing family nursing practices is also important in the light of global population trends towards higher proportions of elderly in the healthcare system and people surviving cancer. The demands of these trends on healthcare systems in developed countries necessitate the need for nurses to optimise the abilities of family members to support the patient and each other.
The dilemmas facing family members during the cancer trajectory are complicated. For example, some researchers identified that family members may play down their own worries in order not to stress the patient (Dieperink et al., 2016; Northouse et al., 2012) . Therefore, according to Family Systems Nursing, clinicians have an important role in identifying and optimising family functioning, providing education to them about possible coping strategies, and regularly communicating with families in order to foster a fruitful and supportive partnership.
| Strengths and limitations
This study has several strengths. The results support current knowledge regarding challenges faced by family members of cancer patients. The international design gives rise to the possibility of the results informing the development of international guidelines to foster better nursing support for families.
The study also contributes to the independent validation of the ICE instruments which are grounded in a family nursing conceptual framework, as well as years of clinical experience and research (Sveinbjarnardottir et al., 2012a,b) . Furthermore, the English versions of the ICE questionnaires were translated and assessed for validity with a Danish population. Both questionnaires were found to be reliable and acceptable to participants, but further validation of the tools is required in different populations. Our study is the first study to administer the ICE questionnaires to both patients and family members in Danish and Australian populations. Our study also considered the family as a unit of care as recommended by Family System Nursing model (Bell, 2009; Wright & Leahey, 2013) .
Limitations to be noted in the study were the different style of data collection between the two countries (on-site and take-home), and the single point of data collection which makes the results a snapshot during the cancer trajectory. Finally, the sample size was relatively modest, with attrition higher in the Australian cohort and fewer family members. However, if family member numbers had DIEPERINK ET AL.
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| RELEVAN CE TO CLINICAL PRACTICE
It is recommended that nurses should assess family functioning during oncology care to better understand perceptions of family functioning from the perspective of both patients and family members. 
